3.63, 95% CI, 2.97 -4.44). The incidence of postoperative trigger digits was highest in the first six months (incidence rate: 27.9/1,000 person-years, aHR: 9.65, 95% CI: 5.27 -17.7) and then significantly decreased over time.
INtROdUCtION:
Congenital syndactyly occurs in isolated and syndromic forms; method of reconstruction must be tailored to the type of syndactyly and postoperative function will depend on the preoperative state of the hand in addition to the method of reconstruction selected. We present the 18 year experience of surgical reconstruction of congenital syndactyly in all of its forms at a high throughput children's hospital.
MEthOdS:
All patients who underwent webspace reconstruction for congenital syndactyly by the senior author over an 18 year period were included in this study. Data included demographics, medical history, anatomy and severity of syndactyly, surgical technique, follow up and need for revision. Patients who underwent hand surgery prior to their first clinic visit were excluded from outcomes analysis. Logistic regression was performed to identify factors that were associated with postoperative wound complications and revision.
RESULtS: Reconstruction was performed for 182 patients with 391 webspaces; 21 patients were referred from outside surgeons and excluded from outcomes analysis. Twentyeight patients had complications over 32 webspaces. The most common complications were web creep (n=10), scar contracture (n=6), and flexion contracture (n=5). Dorsal VY advancement flap was the most common method for reconstructing simple incomplete syndactyly and was associated with decreased risk of complication in the 3rd webspace (OR=0.427 p=0.006) while triangular flaps and skin graft was associated with increased complications (OR=2.75, p <0.001). Presence of a complicated hand anomaly did not significantly increase the likelihood of complications (p=0.21).
CONCLUSION:
Syndactyly is a common congenital hand condition that occurs as both an isolated anomaly and as part of several syndromic diagnoses. We describe the largest retrospective cohort of congenital syndactyly reconstruction to date and discuss important technical and clinical considerations to minimize postoperative complications and revisional surgery. 
Development and Field-Testing of an

INtROdUCtION:
Burn scar contractures remain a common source of disability in low-and middle-income countries and often require complex reconstructive operations to restore function to the patient. 1 Despite the high prevalence of burn scar contractures and subsequent release procedures, patients often face tremendous barriers to adequate physical therapy and follow-up care, which results in relapse of the contracture following a release. 2, 3 Static progressive splinting mechanisms are well-described for this indication 4 , but these splints are cost-prohibitive or unavailable to patients in low-and middle-income countries. To that end, we describe our work to develop and test an alternative lowcost static progressive hand splint designed to prevent flexion re-contracture in burn scar contracture release patients.
MEthOdS:
The splint was created through an iterative design-and-test process through collaboration with Stanford School of Medicine in the US, Kirtipur Hospital in Nepal, and Scheer Memorial Hospital in Nepal. Splints were given PSTM Abstract Supplement
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to Nepali patients who underwent burn scar contracture release of the palmar hand and would not be able to return to the hospital for long-term physical therapy after their surgery. Patients were instructed to wear the splint at night for six months and to progressively extend the splint's ratchet mechanism as tolerated. Patients were assessed for range of motion and hand function pre-operatively, one week postoperatively, and three months post-operatively.
RESULtS:
The initial prototype underwent multiple rounds of iterative design and feedback from patients for comfort, fit, and durability. Patients demonstrated good compliance with the splinting regimen and expressed satisfaction with the fit and durability of the device. Preliminary follow-up suggests that patients using the splint maintain post-operative range of motion without additional re-contracture.
CONCLUSION:
We have created a hand splint to prevent flexion recontracture following burn scar contracture release of the hand. Ongoing work includes six-month follow-up to ensure maintenance of improved range of motion and testing in other indications including Dupuytren's contracture and stroke. 
